This study was designed to investigate the relationship between general practice workload, the number of partners in the practice, and the use of health centre premises. Thirty general practitioners in twelve randomly selected practices (each with a list size of2, 000 patients per doctor) agreed to record a week's work on pre-printed forms. Information was gathered on content of care in the surgery, number of non-surgery and indirect contacts and time spent on work activities. Content of care was influenced by whether or not the doctors were based in a health centre, rather on how many partners they had. Conversely the numbers of non-surgery and indirect contacts and the time spent on all work activities were more affected by the number of partners. Two factorsconsultation rate and the rate at which doctors initiate consultations -were found to be independent of either of the two variables considered. 
INTRODUCTION
In his study of list sizes in general practice, Butler ' cites a number of official bodies who have regarded list size per doctor in the range 2,000 to 2,500 as optimum.23. 4.5.6 He also states that doctors themselves regard an average list of about 2,000 to 2,100 as ideal. But what does a list of 2,000 patients actually entail in terms of workload for the general practitioner? And to what extent are the various components of workload affected by practice characteristics apart from list size? In Northern Ireland, particularly in the Belfast conurbation, two features of general practice have recently become established -the building of health centres, and the increasing number of new general practitioner principals which has resulted in a fall in the average list size. This fall in the average number of patients per doctor has provoked discussion in many quarters. Some see a threat to income; others see potential for preventive and anticipatory care. To date, the target average list locally remains at 2,000 per principal. We therefore proposed to carry out what should be considered a pilot study on the Greater Belfast area. We wished to describe how doctors with varying numbers of partners, practising both within and outside health centres -but all with the 'ideal' list size of about 2,000 patients per doctor -manage their patients. Our hypothesis was that, despite the constant list size per doctor, there would still be considerable variation in workload between the practices. We were interested to see to what extent such variation was influenced by the number of partners in the practice, or affiliation of the practice to a health centre.
METHODS
All the general practitioners in one-, two-, three-or four-man practices within a 15-mile radius of central Belfast, and with a list size of approximately 2,000 patients (range 1,882-2,153), were identified with the help of the Central Services Agency. Thirty suitable practices were identified. From these 30 practices, 12 were selected to give three four-man, three three-man, three twoman and three single-handed study practices. The practices were based either in a health centre or in private premises. The doctors were allocated randomly to one of two observation periods (1 October to 16 December, or 9 January to 30 March), and asked to fill in a set of forms for one complete working week during this period. The study weeks were selected randomly but where a doctor felt that his or her workload would be atypical during that week (due, for example, to their own or their colleagues' holidays) a replacement week was selected. Three data collection forms were used (copies available from the authors). The first obtained information on each patient seen in the surgery, including sex and date of birth and whether the consultation had been doctor-or patient-initiated. The doctor then indicated whether the patients had received a local, system or general examination, whether they had been sent for an X-ray or laboratory test, given a prescription or advice and information and whether they had been referred to other internal (treatment room, health visitor, etc) or external (hospital outpatient department) agencies.
The doctor indicated what he considered to be the primary reason for the patient coming to the surgery, but it was not necessary to give a diagnosis. The contents of this category were then coded using the RCGP and Office of Population Censuses and Surveys classification of morbidity.7 The second form enabled the non-surgery aspects of a general practitioner's workload -within working hours -to be quantified. The doctor also recorded the number of new and return home visits made, the number of indirect consultations dealt with and the number of repeat prescriptions issued during working hours. The third form measured the amount of time spent on various work activities by each doctor. For each day in the study week the doctor was asked to record how long was spent in surgery, on home visits (both travelling and with the patient), clinics and sessions outside the practice, indirect consultations and administration and on any other work-related activity (such as reading journals). Table I shows the characteristics of the 12 study practices, together with equivalent figures for the Greater Belfast area from which the practices were drawn. The selected practices showed a similar distribution of the various facilities studied. Table IV . No report is made on out-of-hours work because of the relatively short study period and the fact that some doctors, due to their rota, were not on call during their study week. The longest mean time spent on home visits, both in travel and with the patients, was for the two-man practices, and for the non-health centre practices. The two-man practices spent the least amount of time at clinics or other sessional work, and the most time in medical reading and with pharmaceutical company representatives. Both oneand two-man practices, and the non-health centre doctors, spent longer on administrative work than the others. The doctors in two-man practices overall spent the longest time in the surgery and had the longest overall workload (40 hours). There was no difference between the health centre and non-health centre practices for these measurements. 
RESULTS

Practice characteristics
